between the transverse processes. This so far controlled the hwmorrhage that the digital pressure on the plug could be released and no more external hbmorrhage occurred. The patient did not recover consciousness; there was no reaction to the treatment for shock; he-died eight hours after the operation; a post-mortem examination was not permitted. Unfortunately there was nothing beforehand to indicate an injury to the left vertebral artery on the arch of the atlas. It would appear that as the bullet entered it struck the tip of the transverse process of the atlas, causing a horizontal fissured fracture and a splinter from the fracture punctured the artery. Had the true nature of the injury been known before the commencement of the operation, the safest plan would have been to have tied the right vertebral artery first. In any case there would have been a difficulty in tying the vertebral artery on the injured side because of the previous adenitis and peri-adenitis, as well as the extravasation of blood. It was believed that the immediate cause of death was an extravasation of blood which compressed the meninges about the foramen magnum and atlas.
Excision of an Aneurysm which communicated with a Plexus of Anastomosing Vessels.-An instance of the dilatation of anastomosing vessels into a plexus was met with in the case of an officer admitted to the Fourth London General Hospital. The superficial femoral artery had been wounded in Hunter's canal and operated upon, but no details could be obtained. On admission the circulation in the leg and foot was very poor indeed. As it improved an aneurysm developed in the scar until the skin over it became very thin. He then removed the superficial portion of the sac and noted, besides the artery entering and leaving the sac, three equally large vessels opening into the sac on its deep aspect. The remainder of the sac was sutured and after this operation the circulation in the foot and leg became quite good, but the aneurysm dilated again and began to point. At the second operation the aneurysm was excised completely, the three large arteries communicating with the profunda femoris were of the size of the superficial femoral itself, and, besides, several other smaller arteries entered the sac. When last seen the officer had regained good use of the limb. A similar dilatation of anastomosing arteries into a plexus was noted in cases of late secondary haemorrhage from compound fractures and amputation stumps.
Sir GEORGE H. MAKINS referred to cases which possessed some unusual characters. He first mentioned the occasional loculation of the sac met .with in false aneurysms following gunshot injury. It was obvious that the blood escaping from a wounded artery tended to spread in the direction of least resistance, either along the vascular cleft, between the muscles, or along the course taken by the missile which caused the injury. The last named was of most importance with regard to the occurrence of loculation, the missile passing from one to another compartment of a limb or the trunk. The com-monest example was furnished by wounds traversing the thigh, where it was not unusual to find a false aneurysm in the femoral vascular cleft and a large blood cavity or mass of clot in the adductor region, the two being connected by a narrow neck at the point at which the missile had pierced the facial boundary which separated the two compartments. Another common occurrence was the primary formation of two pools of blood on either side of the interosseous membrane between the bones of the forearm or leg. In any of these cases the collection of blood in the compartment distal to the wounded artery usually coagulated and formed no part of the final aneurysmal sac. Occasionally the secondary portion of the sac might be cut off, the contained blood might deposit clot, and a collection of fluid serum might remain in direct apposition to, but not in communication with, the definite aneurysm. In illustration he mentioned a case of wounding by a bullet of the second portion of the subclavian artery. An extensive extravasation of blood into the area of the posterior triangle of the neck resulted, a part of the effusion being deep, and limited by the deep cervical fascia, a second portion being superficial to that structure. A well-defined aneurysm was found beneath the anterior scalene muscle, while superficial to the fascia a large fluid collection remained. The matter was one of practical importance because pulsation was communicated to the fluid of the superficial cavity and the condition was thought to be one of immediate danger. An operation on the fourteenth day showed a loculus full of straw-coloured serum, and it was evident that no urgency had really existed for early operation. In ten cases in which there was an injury to the subclavian artery-which at the same time had been the source of the blood in a haemothorax-the subelavian aneurysm was small and developed tardily. It was assumed in explanation that the blood passed in the direction of least resistance into the pleural sac, and that any large primary collection of clot or blood in the neck did not take place. The sac in traumatic aneurysms was sometimes formed by unlikely structures. He mentioned a case in which an old tuberculous cavity in the apex of the right lung provided the sac of an aneurysm, or rather an arterio-venous haematoma, which formed in connexion with the innominate artery. The pleural sac had been obliterated by adhesions secondary to the tuberculous disease, hence the blood from the wounded artery and vein passed in the direction of least resistance into the cavity of the lung. The patient died on the seventh day after profuse hamoptysis. Mr. Lawford Knaggs had published a case in which the sac was located in the substance of a fractured humerus, raising the suspicion of a malignant tumour. More than one case had been observed in which ossification of the sac was commencing at an early date. This had been seen particularly in the thigh, in instances in which the femur was implicated, and the condition threw some light on that of traumatic myositis ossificans. It would be interesting to know if any cases of traumatic aneurysm of the aorta had been observed. In the War Office collection several wounds of the aorta were to be seen, some so limited in extent that there was reason to believe that if the patient had not died from other causes the injury might have remained undetected. Two specimens of Discussion on GuZnshot Injury of Blood-vessels extensive wounds were of interest. In one case there was a large arterial hematoma, and the patient died on the sixteenth day as the result of hwmorrhage and toxaemia, and the abdominal swelling had not attracted attention during life; In the second a false aneurysm of the thoracic aorta was reaching the condition of a 'well-defined sac when it burst into the gullet on the thirty-seventh *day. The rarity with which infection took place was somewhat remarkable. In looking through a large series of cases a number in which fragments of shells were found within the sac rendered this the more striking, since the clot must have had to contend with gross contamination. It might well be, however, that some of the numerous cases of early secondary ha3morrhage or extension were really to be referred to this cause. Infection might also be the explanation of tardy development in some of the cases in which an aneurysm was only detected at a late date. Experience gained in the war had familiarized them with the effect of infection on partially injured vessels, in giving rise to secondary hamorrhage, and to development of aneurysms in the exposed extremities of large arteries in infected amputation stumps. He asked whether any members present had seen well-developed venous sa8s in cases of arterio-venous aneurysms. For many reasons he had been inclined to doubt the occurrence of this form of arterio-venous aneurysm, although the description of it was classical. One such specimen was contained in the War Office collection.
